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Dr. Polchon (Danzig) thinks that recovery is only possible when 
the patient is operated 2 or 3 hours after perforation. In cases of his 
own he has found the serosa so invaded with bacteria that a thorough 
disinfection would scarcely be possible. We should try to localize the 
process with opium. If on laparotomy we find the pus only on the 
intestinal surface the prognosis is favorable. But if the pus is diffused 
between the coils of intestine a further surgical interference is use¬ 
less. 

Dr. Tilmanns (Leipzig) had successfully operated upon an old 
encapsulated abscess which originated through a perforation of the 
stomach. 

Dr. Sonnenberg (Berlin) recommends in cases of suspected abscess 
after perforation of the vermiform appendix, incision of the abdomen 
as far as the peritoneum. An abscess present can easily be found. 

Dr. Wagner (Konigshiitte) operated upon a man with perfora¬ 
tion of a duodenal ulcer after lifting a heavy weight. The diagnosis 
was rupture of the bladder. The point of perforation was found on 
autopsy only. The opening of an abscess between the intestines is 
most difficult. In one case he had opened 12 abscesses and post-mor¬ 
tem had found one still existing .—Beilage zum Centralbl. f. Chir., 
No. 24, 1888. 

Henry Koplik (New York). 

II. Penetrating Stab-Wound of Abdomen with Prolap¬ 
sus of Omentum and Bowel. By Dr. Alexis S. Vvedensky 
(Moscow, Russia).—Dr. Vvedensky, house-surgeon to the Mariinskaia 
Infirmary in Moscow, reports two cases ending in recovery. I. A 
strong and healthy shoemaker’s boy, aet. 11, fell down, a cobbler’s 
knife penetrating from his right trousers’ pocket into the abdomen. 
He drew it out at once, and noticed that “a bit of fat was protruding 
from his belly.” For fear of punishment the boy said nothing to any¬ 
body until his mates happened to observe bloody stains on his shirt 
and sent him to the hospital. On examination, about 24 hours after 
the accident, a transverse wound, 1 cm. long, was found, situated 2 
fingers’breadth below the right costal border; a conical piece of 
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dark red omentum, two and one-half inches long, covered with blood- 
clots and dirt, was seen protruding from the cut. Pain, nausea and 
fever were absent. Two hours later the parts were washed off, 
the strangulated piece of the omentum slightly dragged out, ligatured 
with catgut and cut above the ligature, the stump powdered with iodo¬ 
form and returned into the abdomen, and the wound stitched with two 
silk sutures, passing through all the abdominal layers except the parie¬ 
tal peritoneum, after which a Listerian dressing and an ice-bag were ap¬ 
plied. On the seventh day the sutures were removed, the wound being 
found soundly healed ; on the tenth the boy was discharged in the 
best of health. 

II. A peasant, set. '38, of moderate build and nutrition, was stabbed, 
during a fight, by his mate, with a paring chisel, and fell on the ground, 
profusely bleeding. He was at once brought to the hospital, vomiting 
occurring several times on the way. On examination, about an hour after 
the accident, the left side of his abdomen was found covered with a 
mesenteric fan carrying a piece of the small bowel, 54 cm. long, and with 
a portion of the large bowel measuring 18 cm. in length. They were 
protruding from a small wound, “the upper angle of which was situ¬ 
ated ro cm, from the navel, while the lower one lay n cm. from the 
latter, and 5 from the iliac crest.” The aperture admitting only a lit¬ 
tle finger, the author enlarged it slightly (1 cm.), washed out the pro¬ 
lapsed parts, which were intact, with an antiseptic solution, returned 
them into the abdomen, closed the wound with 3 deep and 4 superfi¬ 
cial sutures, leaving the peritoneal layer untouched, and applied an 
antiseptic dressing and ice bag. On the tenth day the wound had 
healed per primam. On the fourteenth, the man left, well and sound. 
Dr. Vvedensky draws attention to the fact that the parietal peritoneum 
was intentionally excluded from suturing in both of the cases, his pur¬ 
pose being “to avoid any additional traumatic irritation of the already 
damaged peritoneum.” As far as short (1 to i| cm. long) wounds of 
the abdomen are concerned, the danger of subsequent hernial protru¬ 
sion is quite trifling; a firm adhesion of the peritoneal edges is to be 
safely expected. Dr. Vvedensky recalls that international literature 
contains a goodly group of such cases where the prolapsed omentum 
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was successfully either simply reduced or ligatured and excised. Of 
t he Russian practitioners, Drs. Oks published 4 cases of the kind 
( Vratch, 1882, p. 327; and 1882^.391); Lindenbaum, 3 {ibid, 
1883, Nos. 47 and 48); Kagan, 6 {Meditzinsky Vestnik , 1882, Nos. 
35, 39 and 43) ; similar cases of Vasil'ieff, Tez'iakoff, etc., may be 
fonnd in Annals of Surgery, Vol. viii, pp. 137-145.— V T ratch, 
No. 24, 1888. 

Valerius Idelson (Berne.) 

III. The Operative Treatment of Prolapse of the Rectum 
and Invagination of the Colon. By J. Mikulicz (Konigsberg). 
Mikulicz resected 76 cm. of the colon in a case of acute invagination 
of the colon with prolapse through the anus, occurring in his practice 
five years ago. The favorable result has induced him to resort to the 
same operation (circular resection) not only in cases of prolapse of the 
colon and acute irreducible prolapse of the rectum, but also in severe 
habitual prolapse of the rectum. He points out the fact that many 
such severe cases are not cured by the present methods, whereas by a 
circular resection permanent cure results. His experience includes 
six cases operated with success in the above manner. Billroth and 
Nicoladoni have in similar cases operated with success. The opera¬ 
tion is thus described. In cases of habitual prolapse of the rectum, 
two strong sutures are drawn through the most dependent part of the 
prolapsed gut in order to fix the intestine. The field of operation is 
constantly irrigated with weak solution of carbolic or salicylic acid. 
The gut lying externally is then divided transversely, layer by layer, 
on its anterior face, one to two cm. in front of the anal opening. Every 
bleeding vessel is singly secured and ligated with catgut. On divid¬ 
ing the peritoneal covering of the external intestinal tube, the peri¬ 
toneal pouch between the two portions of gut is thus laid open, and 
the peritoneal coverings of the internal intestinal tube laid bare. If 
loops of intestine prolapse they are replaced. The communication 
with the peritoneal cavity is closed by sewing the serous surfaces to¬ 
gether with a series of fine sutures. Now the internal intestinal tube 
is divided anteriorly, just in front of the above row of sutures. The 
tw o extremities of the gut are then united, as far as divided, by deep 



